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ABSTRACT
Specialty care involves services provided by health care professionals in order to treat a
specific health issue or disease. In contrast to primary health care — a system with the goal of
providing continuous, coordinated, and comprehensive care — specialty care often involves
intermittent episodes of care focused around a specific condition. In addition, it often includes
multiple providers who may play autonomous or complementary roles in patient care delivery.
Each provider from each specialty discipline has a unique area of expertise that is important in
supporting a patient’s care. Interprofessional care involves multiple professionals from different
disciplines collaborating to provide an integrated and comprehensive approach to patient care. In
order for patients to experience continuity of care across these multiple providers, often located
across various settings, providers need to communicate, trust one another, and maintain a shared
sense of responsibility to their patients. In this article, we describe the challenges inherent in the
interprofessional provision of patient decision support in specialty care settings. We then
propose ways to engage in interprofessional decision support in specialty care settings. Finally,
we discuss promising approaches to teaching an interprofessional approach to decision support to
specialty-care health care professionals and institutions. Additional evaluation and empirical
research is required before further recommendations can be made about educational preparation
for interprofessional approaches to patient decision support in specialty care settings.
Key Words: specialty care, patient involvement, decision support, interprofessional education
Abstract Word Count: 223
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Introduction
Specialty care includes those services that are provided by health care professionals in
order to treat a specific health issue or disease, when patients have been referred from their
primary care provider (Canadian Medical Association, 2001). In contrast to primary health care
— a system with the goal of providing continuous, coordinated, and comprehensive care —
specialty care often involves intermittent episodes of care focused around a specific condition or
disease such as chronic back pain or cancer (Rosenblatt, Hart, Baldwin, Chan, & Schneeweiss,
1998). As medical knowledge increases, technology advances, and new interventions emerge,
specialty care will remain an important and growing facet of health care. Currently, in some
areas in the U.S., most health care is provided by specialists (Rosenblatt et al.). The way in
which specialists work together as a team, interact with patients, communicate with patients’
primary care providers, and coordinate patients’ care can facilitate or limit a patient-centered
approach to treatment (Xyrichis & Ream, 2007).
Specialty care involves multiple providers who may play autonomous or complementary
roles in patient care delivery (Cooper, Henderson, & Dietrich, 1999; Haggerty et al., 2003),
including but not limited to nurse practitioners, physician assistants, nurse-midwives, nurse
anesthetists, clinical nurse specialists, medical geneticists, genetic counselors, dieticians,
radiation therapists, physical therapists, occupational therapists, speech pathologists, and all
types of specialty care physicians. Each of these providers, with their own unique area of
expertise, is potential member of an interprofessional team in the specialty care setting and plays
an important role in providing a comprehensive approach to patient care. In addition, patients
and their interprofessional team must navigate together through numerous complex health
decisions in specialty care settings. The aims of this article are to: 1) review the unique
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challenges inherent in providing interprofessional patient decision support in specialty care
settings, 2) propose suggestions for providing interprofessional patient decision support in
specialty care, and 3) consider promising strategies for teaching interprofessional patient
decision support to health care professionals and institutions who are striving to achieve a
collaborative, patient-centered approach to care.
Interprofessional Decision Support For Patients In Specialty Care: Unique Challenges
In this paper, we define patient decision support as any process, tool, or system to help
patients make preference-sensitive decisions (ref). Patient decision support in speciality care
settings often occurs across multiple care providers in multiple settings. In order for patients to
experience continuity of care during decision making in speciality care settings, providers need
to communicate, trust one another, and maintain a collaborative sense of responsibility to their
patients as they guide them through treatment decisions (Haggerty et al., 2003). Collaboration
and continuity are essential aspects of preference-sensitive decision support within and across
specialty settings. Haggerty and colleagues (2003) have identified three types of continuity that
are important to consider in the provision of high quality patient care across multiple providers
and settings: 1) informational continuity, or the use of information about a patient’s history and
context to shape care; 2) management continuity, or a consistent and coherent approach to the
patient’s health condition, including changing needs over time, and 3) relational continuity, or
the ongoing relationships between patients and providers, and among the various providers
involved in patients’ care.
In specialty care settings, several key factors can interfere with the communication
required to promote each type of continuity of care. These include (but are not limited to): the
multiple geographic locations of specialty care providers; time considerations; various unclear

4
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roles and responsibilities of providers; the power differentials in the relationships between these
providers; and the frequency of preference-sensitive decisions in specialty care.
Practical Challenges: Geography and Time
The geographic location of specialists may affect the ability to provide informational,
management, and relational continuity in patient care. For instance, in many rural regions in the
U.S. and Canada, there are few specialists relative to the population (Norton & Lipson, 1998;
Ormond, Wallin, & Goldenson, 2000). To address these geographic challenges, consultation
about patients’ care is sometimes delivered electronically. In Canada and the U.S., telemedicine
and telehealth services are increasingly being used to communicate about a patient’s care, during
which patients and providers may be in a remote location on a video link (Jennett et al., 2003).
Telehealth services can benefit patients in rural areas with travel limitations and/or patients with
limited mobility (Barlow, Singh, Bayer, & Curry, 2007) and can benefit patients in both rural
and urban settings who face socioeconomic barriers to care (Shea et al., 2009). When the
appropriate technology is available, these services may also provide unique opportunities for
interprofessional discussions about patients’ decisions, and help to maintain informational and
management continuity of care. Telehealth services strive to ensure that continuity of care is
maintained despite limited provider-patient and provider-provider face-to-face contact
(Schwamm et al., 2009; Vitacca et al., 2010).
Collaboration among the multiple providers involved in specialty care may also face
scheduling and time constraints that challenge an interprofessional approach to care. Patients
typically see numerous specialists for a particular illness, and also for the co-morbid conditions
that may complicate treatment decisions for that illness. Input from various interprofessional
team members, including those at off-site locations, inevitably influence one another. However,
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scheduling and time constraints can lead health professionals to focus on their own specialty
perspective alone, and to offer the patient treatment guidance according to their disciplinespecific expert knowledge and opinion (D'Amour, Ferrada-Videla, Rodriguez, & Beaulieu,
2005). As a result, the patient is often left to independently integrate each provider’s information
and management advice. The role of each provider in the patient’s care, and how to integrate
each provider’s advice into care, must be communicated upfront so that the patient is not left to
this task.
In addition (ADD SECTION ON COMMUNCIATION WITH PCPs/GPs)
Relational Challenges: Roles, Responsibilities, and Relative Power
The interprofessional team in specialty care consists of individuals from various
professional backgrounds. Role clarity among and within interprofessional specialty health care
team members is an essential aspect of effective collaboration and continuity of care (FewsterThuente & Velsor-Friedrich, 2008; Jansen, 2008). New professional roles (such as Patient
Navigators, who help patients overcome barriers to care and guide patients through the complex
health-care system; Dohan & Schrag, 2005; Fowler, Steakley, Garcia, Kwok, & Bennett, 2006)
in both primary and specialty care settings have necessitated re-examination of each team
member’s unique function, and exploration of new ways to collaborate effectively in order to
improve informational, management, and relational continuity (College and Association of
Registered Nurses of Alberta (CARNA), 2008; Haggerty et al., 2003). Furthermore, many
patients are seeking to assume more active roles in their health care decisions (Towle &
Godolphin, 1999). The numerous types of providers involved in patients’ care, including new
professional providers introduced into the health care system, and patients’ increasing
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involvement in their own care, require providers to clarify roles and responsibilities during
decision support.
Within specialty care teams, there may be power imbalances among providers, further
complicating collaboration and continuity. For instance, historically, the nurse-physician
relationship has been one in which the nurse regularly defers to the physician on all aspects of
patients’ care (Fewster-Thuente & Velsor-Friedrich, 2008). Although advances have been made
to create an interdisciplinary and interprofessional system of care, in which providers respect one
another’s roles in patient care, relational tensions and power imbalances remain in many settings
(Fewster-Thuente & Velsor-Friedrich). Collaboration can take place only when existing
hierarchical issues are acknowledged and managed, and when each person’s perspective—
including the patient’s—is valued and incorporated into treatment decisions (Jansen, 2008).
Preference-Sensitive Decisions in Specialty Care
The types of decisions that patients face in specialty care settings may also affect the
continuity of their care. In general, referral to a specialist indicates a growing complexity in a
patient’s health that requires the patient to gain new knowledge to make informed decisions.
Often, these decisions involve evaluating health care options that may be based on incomplete,
equivocal or contradictory evidence, requiring patients to incorporate preferences into their
decisions (O'Connor et al., 2003; Politi, Han, & Col, 2007). New discoveries about treatments
and patients´ responses to initiated treatments necessitate ongoing review of past and current
decisions. Patients and their providers might struggle to integrate uncertain, rapidly-changing
information into treatment planning and treatment choices. Informational and management
continuity about these multiple risk/benefit profiles, the changing nature of options, and patients’
preferences for their options may be challenged by the complexity associated with specialty care.
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Providing Interprofessional Decision Support In Specialty Care
Decision Aids in Specialty Care
To assist with preference-sensitive decisions, patient decision aids (PtDAs) have been
developed as adjuncts to the counseling provided by health care practitioners. PtDAs aim to help
people make deliberate choices among options by providing information about options, helping
patients clarify values for the risks and benefits of options, and guiding them through discussions
with providers about options (O'Connor et al., 2003). Compared to usual care, PtDAs improve
knowledge, clarify health expectations, lower decisional conflict, and increase patient
participation in decision-making (O'Connor et al.).
PtDAs may be especially relevant for the provision of interprofessional decision support
in specialty care. They could be designed and implemented in ways that acknowledge the
changing nature of patients’ decisional needs over time. They could help patients interact with
each provider on an interprofessional team, and promote across-provider continuity of the
deliberative discussions that unfold during the complex decision-making process. For instance,
individuals at risk for cardiovascular disease using a PtDA reported improvements in knowledge,
risk perception, and decisional conflict across both medical clinics and pharmacy settings
(Lalonde et al., 2004). The PtDA also helped these individuals to monitor their own health
progress over time (Lalonde et al.). Thus, PtDAs have the potential to enhance informational and
management continuity for patients with changing health needs who see multiple specialty care
providers.
Although a large number of PtDAs have been developed in research settings, their use in
regular clinical practice is limited. Provider motivation, positive impact on the clinical process,
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and improved patient outcomes have increased their use in some specialty care settings such as
cancer, cardiac disease, urology, and pain management contexts (Legare, Ratte, Gravel, &
Graham, 2008). At the same time, reported barriers to use include time constraints, lack of
applicability to particular patients, and difficulty incorporating decision support into the larger
health care structure (Legare et al.). These barriers remain, and may be amplified, in the context
of interdisciplinary and interprofessional care, where multiple health care specialists in multiple
settings must foster patient involvement in decision making.
The Concept of a Patient Decisional Needs Trajectory
Fitch and colleagues (2008) proposed a framework that provides a common, patientcentered approach to understanding how patients’ health care needs emerge and change
throughout the illness trajectory. This framework, called the Patient Needs Trajectory (PNT),
provides one approach that can be used to enhance the continuity of patient-centered care in
specialty care settings.
The PNT also could incorporate the patient’s emerging decision support needs in
specialty care. The resulting Patient Decisional Needs Trajectory (PDNT; see Figure 1) could
serve as a guide to foster the continuity of care, and to provide individualized decision support
for patients in specialty care settings. -- Figure 1 here -- Although the PNT was developed
based on research with oncology populations, and we have illustrated the PDNT using an
oncology framework, it also can be applied to a number of other specialty care populations, such
as cardiac care, endocrinology, pediatrics, and others (Harrison & MacIsaac, 2008). For instance,
using a cardiac care example, patients face decisions and needs at each point along the needs
trajectory when managing their cardiac disease, from healthy adults (deciding on lifestyles
including a healthy diet and physical activity that promote cardiac care) to those with early
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symptoms (deciding on treatments for symptom management and to prevent disease progression)
to those with more advanced disease (deciding on treatments such as coronary artery bypass graft
surgery vs. angioplasty or medical therapy), to secondary prevention and lifestyle decisions after
treatment for advanced disease.
The PDNT identifies eight general categories of patient needs (informational, physical,
behavioral, emotional, practical, spiritual, social and cognitive) that shift throughout the illness
trajectory. The PDNT encourages health care providers to incorporate the patients’ clinical,
personal and decisional needs while providing decision support at each point. For instance, using
an oncology example, in addition to considering patients clinical needs such as tumor size,
cancer stage, and clinical aspects of the disease, oncologists or oncology nurses can also provide
patients with information about treatment options, describe what it is like to experience the
potential physical and emotional aspects of each treatment option (e.g. how long the recovery
might last, whether treatment will be painful, whether patients will have to cope with hair loss,
how long patients will need to recover before returning to work), and discuss patients’
preferences for the risks and benefits of treatment options. Each members of the specialty care
team should be aware that these patient needs (such as the need to continue to work through
treatment, if possible) can influence treatment decision making.In addition, referrals can be made
to other members of the specialty care team (e.g. social workers) if patients express non-clinical
concerns about how to talk to family members about cancer and its side effects. As time
progresses after treatment, these specialty care providers can discuss surveillance and secondary
prevention decisions, including the frequency of visits required for adequate surveillance,
lifestyle changes that can help prevent recurrence or a second, new cancer, risks of other diseases
resulting from treatments, and inquire about the impact cancer has had on the patient’s family
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and life. f. The specialty care team can come to understand the patient’s priorities, and a personcentered plan of care can be developed while maintaining a continuous, collaborative approach
to the patient’s treatment across care providers.
When using the PDNT to guide care, the importance of an interprofessional team
becomes apparent. At any particular relevant point along the trajectory, each health professional
(e.g. oncologist, oncology nurse, social worker, using the example above) brings his/her expert
knowledge and perspective to the care situation, in order to address the patient’s full range of
personal and concomitant decisional needs. At different points along a patient’s illness trajectory,
members of the interprofessional team may play a more central or more distant role in patient’s
care.
Steps to Engaging in Interprofessional Decision Support in Specialty Care Settings
. Although the PDNT can apply to both primary and specialty care (and the first point
along the PDNT involves health adults, often seen in primary care), the PDNT is particularly
well suited to specialty care because of the dynamic process of working through patients’ needs
over time, as their health condition becomes increasingly more complex as they enter the various
specialty care contexts. At each decision point along the trajectory of specialty care, specialty
care providers could begin with a needs assessment, which would involve: a) identifying the
patient’s personal, decisional, and clinical needs at a specific decision point, as shown in the
PDNT in Figure 1, and then b) prioritizing these according to the patient’s values and
preferences.
A primary coordinator or “core team” could be identified to coordinate patients’ care and
that one or more providers in the team should assume a primary responsibility for a patients’
decision support (Kirsh, Lawrence, & Aron, 2008). Core team members would be responsible for
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communicating with other members of the specialty care team when deemed necessary. New
decisions in specialty care settings are ongoing. The coordinator or core team could continually
reassess the patient’s personal, decisional, and clinical needs, monitoring for any changes that
might suggest a new decision point along the trajectory of care. This process can be used as a
guide to promote informational, management and relational continuity during the illness
experience.
Core Competencies for Interprofessional Decision Support in Specialty Care Settings
We suggest three core competencies for providing interprofessional decision support for
patients in specialty care settings: 1) the ability to identify the decision dilemmas arising from
patients’ unique personal, decisional, and clinical needs; 2) skills in patient-centered
communication that foster patient involvement in decision making -- including skills in risk
communication, in active listening and empathy, and in values clarification; and 3) the ability to
work collaboratively and communicate effectively with other members of the interprofessional
specialty care team and with the patients’ primary care provider. All three core competencies
need to be acquired by all members of the interprofessional specialty care team to improve
collaboration and optimize patient outcomes. Although these core competencies are not unique
to specialty care,
Core Competency #1: Ability To Identify Decision Dilemmas
Identifying the decision dilemmas associated with patients’ personal, decisional, clinical
needs in specialty care is the first core competency. For instance, a decision dilemma could arise
if a newly diagnosed cancer patient’s clinical context indicates that s/he is eligible for a
therapeutic clinical trial, but the patient is confused about the trial details, afraid of being
randomized to a treatment condition, and worried about side effects of either of the treatments
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available through the trial. The Patient Decisional Needs Trajectory (PDNT) and the 8 different
categories of patients’ personal needs (informational, physical, behavioral, emotional, practical,
spiritual, social, and cognitive) could guide this process. This patient-centered approach involves
eliciting patients’ perspective of their health story, revealing their knowledge, beliefs, fears,
preferences, and concerns about their condition, and using the patient’s reference point to
personalize the decision discussion (Carrillo, Green, & Betancourt, 1999). Although providers
are often quite comfortable addressing informational needs (e.g. helping patients to understand
the details of the trial, including why participants are randomized to a treatment option), and
sometimes practical needs (e.g. off-trial, one of the treatments is very expensive and not covered
by insurance), eliciting patients’ values, fears, and emotional needs is not systematically done in
practice (Epstein & Peters, 2009). .
Core Competency #2: Skills in Patient-Centered Communication About Decisions
Many experts advocate decision support and communication skills programs for students
and practicing health care professionals that focus on patient-centeredness and affective
dimensions of care (i.e., warmth and empathy; (Beach, Rosner, Cooper, Duggan, & Shatzer,
2007; Braddock, Edwards, Hasenberg, Laidley, & Levinson, 1999; Stewart et al., 2000). There is
evidence that patient-centered communication leads to greater patient involvement in decision
making (Joosten et al., 2008), patient adherence to physicians’ treatment recommendations
(Roter, 2000), improved patient satisfaction (Kinnersley, Scott, Peters, & Harvey, 1999;
Williams, Weinman, & Dale, 1998), and improved patient health outcomes (Stewart et al.).
However, the requisite elements for involving patients in a basic clinical decision, such as
discussing the nature of the decision and eliciting patient preferences, rarely occur in clinical
practice (Borkhoff et al., in press; Braddock et al., 1999; Elwyn et al., 2003). The skills to foster
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these elements should be incorporated into standard training, and especially when considering an
interprofessional approach in specialty care settings. In addition, skills in risk communication
(Gigerenzer, Gaissmaier, Kurz-Milcke, Schwartz, & Woloshin, 2008; Lipkus, 2007) and values
clarification (Epstein & Peters, 2009) can aid a patient-centered approach to decision
communication.
Core Competency #3: Skills in Interprofessional Collaboration in Specialty Care
Specialists need skills to work collaboratively with other members of their
interprofessional team, and often with primary care providers, to assess, plan, and provide high
quality care for patients, and to optimize their health outcomes (Haidet, Fecile, West & Teal,
2009). They need to communicate effectively with other team members, including giving and
receiving feedback and addressing conflicts that may exist or emerge. To perform effectively as
an interprofessional team, each team member should work from a common patient-centered
framework, recognizing each member’s position and role in the care team (Haidet et al.).
Teaching Interprofessional Decision Support In Specialty Care Settings
To encourage the adoption of an interprofessional approach to collaborative patient
decision support in specialty care settings, appropriate training must be available to health care
providers.
Frameworks For Teaching and Barriers to Implementation
There are several frameworks available for the teaching, learning, and practice of
decision support skills and the above core competencies (Braddock et al., 1999; Elwyn, Edwards,
Kinnersley, & Grol, 2000; Towle & Godolphin, 1999). Health care providers might benefit from
training in the Ottawa Decision Support Framework (O'Connor et al., 1998), which outlines three
aspects important to patients’ decision making: their perceptions of the decision itself, their
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perceptions of others, and their personal and external resources. Each of the remaining
frameworks lists similar competencies or elements that define the characteristics of patient
decision support. These include: discussions about the nature of the decision; the patient’s role
preference; the alternatives, risks and benefits, and uncertainties; an assessment of the patient’s
understanding and his/her desire to receive input from others; exploring the patient’s preferences;
and the impact of the decision and its outcomes on the patient’s daily life (Braddock et al., 1999).
Qualitative evidence (Barker, Bosco, & Oandasan, 2005) suggests that implementing
interprofessional education for collaborative decision support may face a number of issues,
including:
a) lack of consensus regarding the terminology, including the definition of
‘interprofessional education’;
b) questions about when interprofessional education for decision support should take place
(i.e., pre- or post-licensure, during standard medical training or as a special certification
process);
c) the limited number of leaders in the field that work to implement and sustain education
initiatives;
d) the need for external financial and policy level support for education initiatives;
e) the existing professional culture and beliefs about what the priorities should be; and
f) the practical challenges of implementing interprofessional education – the amount of
training required, the format training (e.g. in-person or web-based modules), and the
appropriate individuals to provide the training.
The further development and refinement of both theory-driven and empirical research to
support interprofessional education activities may help reduce the barriers to implementing
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interprofessional approaches to decision support among specialists, regulatory bodies, and health
policy makers.
Proposed Educational Formats and Content
At this stage, evidence is lacking to identify the best educational methods for teaching an
interprofessional approach to decision support for specialty practice (Zwarenstein, Reeves, &
Perrier, 2005); however, the following three strategies seem promising. First, intensive multipleday courses with opportunities for role-playing, practicing with simulated patients, and/or
watching one’s own performance on videotape with patient and expert feedback have been
shown to be successful at improving decision support and communication skills (Street, 2003).
In contrast, one-day workshops (i.e., single educational interventions) are less likely to improve
clinicians’ skills in providing patient-centered decision support. This may be especially true for
experienced clinicians who have had years to perfect their own style of communicating with
patients and which they believe is effective (Towle & Godolphin, 1999).
Second, decision support could be introduced to different potential members of the
interprofessional team from various subspecialties together in workshops, where possible
(Zwarenstein et al., 2005). By having different potential members of the interprofessional team
attend the same workshops on decision support skills (electronically, or in-person), each can
improve his/her understanding of other members’ scope of practice and professional role. After
the workshops, workplace assessments could provide opportunities to reinforce the workshops’
goals in real world settings (Norcini & Burch, 2007; Rollnick, Kinnersley, & Butler, 2002).
Third, experiential learning as a team could explicitly address the power balance issues
unique to specialty care settings such the traditional hierarchy between physicians and other
members of the specialty care team. Different health care professionals could be asked to adopt
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the roles of other members of the interprofessional team. For example, a nurse might role-play
the role of a surgeon, and all members of the interprofessional team might play the role of the
patient to experience what it is like to be a patient cared for by the interprofessional team during
decision support.
Evaluative Strategies: Licensure and Certification
Conclusions
As the population ages and greater numbers of adults are living with chronic diseases
(Centers for Disease Control and Prevention (CDC), 2003), specialty care will remain an
important and growing facet of health care. Specialty care faces both practical challenges (e.g.
multiple providers working across multiple settings, under scheduling and time constraints) and
relational challenges (e.g. distinct roles and power imbalances in delivering care to patients). An
interprofessional approach may help specialty care providers manage these challenges during
decision support. We suggest a patient-centered approach such that providers and patients
together navigate the dynamic decision-making process during health care delivery. Importantly,
we propose that patients’ personal, decisional, and clinical needs should guide care at each of the
multiple decision points along their health or illness trajectory. Further empirical research is
needed before standards on coordination of care and decision support are reached.
Core competencies identified in this article — the ability to identify the decision
dilemmas associated with patients’ personal, decisional, and clinical needs, patient-centered
decision support and communication skills to support patient involvement, and the ability to
work collaboratively and communicate effectively with other members of the interprofessional
specialty care team — form an essential foundation for interprofessional decision support for
patients in specialty care settings. To promote the development of these core competencies, and
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ultimately the implementation of interprofessional decision support, we discussed several
frameworks and interactive training modules that may be used to educate and evaluate providers.
Licensure and certification of individuals and potentially of institutions may facilitate the
adoption of an interprofessional approach to decision support.
There are several gaps in our knowledge about how to incorporate decision support skills
into interprofessional education in specialty care settings. Current frameworks for implementing
decision support focus on individual providers. More research is needed to determine the best
frameworks for training interprofessional teams in decision support. Additionally, given the wide
practice variations in specialty care services within and across clinics, hospitals, and health care
settings, a universal policy on coordination and monitoring the implementation of PtDAs/DSTs
may not be feasible. Moreover, a culture of interprofessional decision support in the specialty
care setting needs to be cultivated, moving away from didactic, information-giving models to a
collaborative care model. Institutional reinforcement may reward or externally motivate
members on the team to engage in an interprofessional approach to decision support (Gravel,
Légaré, & Graham, 2006). Institution-level policies may help change the culture and context of
specialty care settings, but this process would require time, resources, and support from the
overall health care system.
To begin testing these frameworks and instituting shifts in individual- and institutionlevel specialty care, there is a strong need to identify the outcomes that are considered important
to patients, primary and specialty care providers, systems managers, and policy makers.
Researchers can then empirically investigate the effects of an interprofessional approach to
decision support on key outcomes such as patient safety, patient clinical outcomes, patient
satisfaction with the decision-making process, providers’ satisfaction, decision quality, and
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practice efficiency. With this knowledge, future training and certification standards can build on
the suggested core competencies and education strategies to ensure that health professionals are
skilled at providing an interprofessional approach to decision support to patients in specialty
care.
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